
Diabetes Prevention and Control Program 
South Dakota Department of Health 

Grant Contribution Matching Time Worksheet 
 
 
 
 
 
Name:___________________________________________   Title/Position:__________________________________________________ 
Address:______________________________________________________________________ Phone:____________________________ 
                               Street   City   Zip 
 
Please record all time in hours: ¼ hour = .25 or 1 hour = 1 

Date Type of Activity (Describe) Time Other Costs Incurred 
    
    
    
    
    
    
    
    
    
    
    
    
    
    
 
 
 
 
Rev. 6/08    Signature:______________________________________________Date:_______________ 
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